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TITLE Consultant Staff
DESCRIPTION Appointment of Consultant Staff and Initial Granting of Clinical
Privileges

TARGET AUDIENCE All TPCHHSD Medical Staff

1. Appointment Process

Prior to proceeding with the recruitment and selection process for Senior Medical Officers, and
Visiting Medical Officers a detailed Job Description and Assessment Critetia (AC) are drawn up by
the relevant Line Manager (Refer to IRM 1.13-3). Also, it is a requirement that the TPCHHSD Job
Description format is used This is available from Human Resource Services. The AC will evidence
the qualifications, experience, training and skills required for the position A Medical Credentials and
Privileges Application Form will be appended to the Job Description.

Prior to advertising a consultant position, the Executive Director Medical Services may negotiate with
the Executive Dean, University of Queensland, to determine if an academic appointment should be

considered

Following the closing date, the Selection, Appointment and Clinical Privileges Commiitee will “short
list” the application on the basis of all the AC. This process may be carried out either as a meeting or
by circulation of the information and in accordance with IRM’s 1 13-1, 1 13-2 and 1.13-5

Interview of short-listed candidates will be conducted in accordance with the Office of the Public
Service Merit and Equity Directive 01/04 - Recruitment and Selection.

The Committee will review the Medical Credentials and Privileges Application Form and consider the
training and experience of the successful applicant and advise the Chairman of the Committee of the
acceptability of the applicant’s credentials and the recommended clinical privileges.

The recommendation from the Selection, Appointment and Clinical Privileges Committee will be

forwarded to the District Manager and will contain advice relating to Clinical Privileges. The letter of
appointment will contain infoimation regarding privileges. Written acceptance of the position will
indicate acceptance of the privileges so defined. '

If the preferred applicant does not accept the position for whatever reason, the recommendation of the
Selection Appointment and Clinical Privileges Committee on the next most preferred applicant will be

accepted.
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2. The Members of the Selection Appointment and Clinical Privileges Committee

The Committee may include the following:

Medical Director of the specific Clinical Program (Chair)
Executive Director Medical Services

Director of Department or Unit, as appropriate
Representative of the Specialist College or Society
Head, Central Clinical School {or Nominee)
Representative of Medical Advisory Committee

Emeritus Consultant

An Emeritus Consultant is an appointment offered to retired Senior Medical Officers, Visiting Medical
Officers and University Medical Officers in recognition of the significant confribution that made to the
District. Recommendation for an Emeritus Consultant appointment is to be made by the Medical
Advisory Committee to the Executive Director of Medical Services. The Executive Director of
Medical Services, then makes a recommendation to the District Manager.

Individuals appointed as Emeritus Consultants are entitled to use the title as Post Nominal
Criteria for being recommended as an Emeritus Consultant include:-

Absolute Criteria
e Has retired from permanent employment with the Distiict.

» Is recognised by colleagues as having contributed significantly to the profession and to the District.

¢ Isrecognised as a national leader in a speciality.
Relative Criteria

e Service to District in a professional capacity for a significant period (approximately10 years)
e Contfribution to teaching (which may be under or postgraduate)

e« Contribution to research

* Involvement in professional medical activities.

MARKETING/COMMUNICATION

Marketing/Communication Responsibility = EDMS
Marketing/Communication Strategy *  Strategy - Notification to afl medical staff
» Notice in the Leader

AUDIT STRATEGY

Level of Risk

Audit Strategy

Audit Tool Attached

Audit Date

Audit Responsibility

Key Elements/Indicators/Outcomes
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TITLE Medical Staff Management
DESCRIPTION Guidelines for Management of Medical Staff within the Prince Charles

Hospital Health Service District

TARGET AUDIENCE All TPCHHSD Medical Staff

-

1. Organisational Arrangements
The Prince Charles Hospital and Health Service District is managed internally on clinical lines with

medical clinical specialists appointed as Medical Directors of the Clinical Programs Line
management within the Clinical Programs is coordinated through the Program Management Team.
The Program Management Teams comprise:

¢ Medical Director

e Nursing Director

¢ Business Manager

Within the Clinical Programs there are Departments and Units, which are headed by an appointed
Director Department or Unit Medical Directors together with the respective Nurse Unit Manager are

responsible for:
e Coordinating of Department or Unit meetings
¢ Management of policy issues (within Queensland Health and District Guidelines)

» Management of day to day operation of the Department or Unit.
Directors of Departments or Units report to the Medical Director of the Clinical Program

The Queensland Health Pathology Service located on the Chermside Campus is headed by a
permanently appointed Managing Pathologist who liaises with the Executive Director of Medical

Services.

2. Appointment Process
All medical appointments are made in accordance with the appropriate Award or Directive and follow

the procedures outlined in the Office of Public Service Directive 5/97 - Recruitment and Selection and

Queensland Health’s Credentials Clinical Privileges and Appointments for Medical Practitioners.

The District Procedure relating to appointments is outlined in the District Procedure “Appointment of
Consultant Staff”. (PROPCH020004)

Credentials will be assessed and privileges recommended by the Selection, Appointment and Clinical
Privileges Committee. The management of Clinical Privileges is outlined in the District Procedure
“Medical Credentials and Clinical Privileges”. (PROPCHO000136)

Permanently appointed medical staff are required to complete an initial 12 month probationary period
and to undertake subsequent performance planning and review.
Page 1 of 6
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Visiting Medical Officers (VMO) or Senior Medical Officers (SMO) may apply to a University for a
Clinical Academic Title. A Toint University/Hospitals Committee is convened to consider these

applications.

3. General Responsibilities of Medical Staffing

The following are the general responsibilities of medical staff:

Maintain registration with the Queensland Medical Board. Medical staff identified as not being
registered, cannot carty out clinical duties and will be stood down.

Conform with the Queensland Health “Code of Conduct”.

Wear a Medical Staff Identification (ID) Badge at all times when on duty. District staff may
refuse entry or refuse to carry out instructions of Medical Staff who do not display a Medical Staff

1D Badge.

e Participate in Quality Improvement activities relevant to the position.
Be involved in research and education activities appropriate to the level of appointment
Consultant Medical practitioners have a responsibility to foster research at both junior and senior
medical staff level and to participate in the undergraduate and post graduate medical education.

e Participate in on-call and emergency call rosters,
Support the District by working on committees and through attendance at appropriate

Departmental, Program and District meetings.

4. Categories of Medical Staff

There are a number of categories of medical staff -

Senior Medical Officer - (Specialist and Non Specialist)
Visiting Medical Officer - (Specialist and Non-Specialist)
University Medical Officer '
Emeritus Consultant

Assistant Medical Officers

Observer Medical Officer

Resident Medical Officer

Other Medical Practitioners

Senior Medical Officers and Visiting Medical Officers
Permanently Appointed Senior Medical Officers and Visiting Medical Officers ate appointed to the

District following a formal recruitment and selection process. The Selection Appointment and
Clinical Privileges Committee operates in accordance with the District procedure “Appointment of

Consultant Staff”. (PROPCH(20004)

Both the VMO’s Directive and the Senior Medical Officers’ Award allow for appointment at Senior
Specialist levels.

Senior Medical Officers and Visiting Medical Officers may be appointed on a temporary or casual
basis to meet specific requirements (e g training, continuity of care or lack of in-house specialist
skills). The Executive Director Medical Services approves all such appointments and approves

interim clinical privileges for the appointee,

Senior Medical Officers and Visiting Medical Officers who are appointed to other Queensland Health
Districts may be required to provide clinical service within the District. In general these doctors fuifil
a specific need for specific clinic expertise. The Executive Director Medical Services approves all
such arrangements and ensures that, appropriate financials and clinical privileges are in place.
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University Medical Officers _
University Medical Officers are appointed and employed by the University of Queensland or The

Queensland University of Technology. In any such appointment, whether a joint appointment or a
fully University funded appointment, the District will determine the Clinical Privileges of the
University Medical Officer before the medical officer commences work within the District.

Emeritus Consultants
Emeritus Consultants are staff who have retited from Clinical Practice and who have been recognised

by the District for outstanding service. The process for awarding Emeritus Consultant staff is outlined
in the procedure “Appointment of Consultant Staff”. (PROPCH020004)

Assistant Medical Officers
Visiting Medical Officers who are specialists may obtain assistance from Medical Practitioners who

are not members of the hospital’s medical staff This assistance may take the form of assistance at
operations, or assistance with special diagnostic or therapentic procedures. The Visiting Medical
Officer remains responsible for the actions of the Assistant Medical Officer The Executive Director
Medical Services approves all such arrangements and ensures that appropriate Clinical Privileges are

in place

Assistant Medical Officers must be registered by the Queensland Medical Board. Where the Assistant
Medical Officer is providing a specialist service, the practitioner must hold appropriate specialist

registration and be privileged to provide this service.

Observer Medical Officers
Observer Medical Officers attend the District to upgrade clinical skills, There are two classes of

Observer Medical Officers: those without medical regisiration with the Queensland Medical Board
and those with General or Specialist registration with the Queensland Medical Board. Observer
Medical Officers without registration may not perform any patient care however, may be present in
clinical areas as observers. The Observer Medical Officer must wear an ID Badge at all times. Such
arrangements are approved by the Director of Clinical Training (DCT).

Observers who hold specialist qualification and who are registered as specialists with the Queensland
Medical Board may be allowed to assist at operations or assist with special diagnostic or
therapeutic procedures under the supervision of a Senior Medical Officer or Visiting Medical Officer.
This is subject to and approval of the arrangements, by the Executive Director Medical Services and
confirmation of privileges by the Executive Director of Medical Services.

Resident Medical Officers
The District appoints Resident Medical Officers on an annual basis. Registrar appointments are made

after recommendation from the appropriate Medical Director. All categories of Resident Medical
Officer staff are appointed on contracts of up to 12 months.

Thete are a number of categories of Resident Medical Officers -

Interns - Resident Medical Officers in the first postgraduate year, who must complete Intern year
to qualify for full registration with the Queensland Medical Board.

Junior House Officers - Resident Medical Officers in the second postgraduate year.

L}

e Senior House Officers - Resident Medical Officers in the third and subsequent postgraduate
years.

e Principal House Officers - Resident Medical Officer in non-accredited specialty training
programs.

Registrars - Resident Medical Officers participating in an accredited specialty training programs.
Senior Registrar- A Resident Medical Officer possessing specialist registration, specifically
appointed to an advertised Senior Registrar position, which includes significant Clinical

Administration duties.
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Medical Practitioners

The General Practitioner (GP) who is named in the patient record as the treating General Practitionet
of a patient may visit the patient. On presentation of proof of Medical Practitioner status, and with the
consent of the patient and treating Specialist, the General Practitioner may read the patient record and

write notes in same.

General Practitioners may not order treatment or investigations except where the GP is the principal
treating doctor, as occurs at Eventide Nursing Care Unit, Ashworth House and Jacana Centre.

This class of Medical Officer includes those doctors engaged in private medical practices within
District facilities

5. Performance Planning and Review
All Senior Medical Officers and Visiting Medical Officers will have performance reviewed. This

review will be undertaken by the Medical Officer’s line manager.

Should concerns exist about the clinical competence of a Medical Officer, the District Manager,
Executive Director of Medical Services, Program Medical Ditector, Department Head or Facility
Manager, may request a review of the Practitioner’s clinical privileges by the District’s Medical
Credentials and Clinical Privileges Committee

6. Issues of Workload

Where workloads are 1ecognised as being above or below the available staffing resources, all medical
staff are expected to bring this to the attention of the Unit, Department Director, Program Medical
Director, Deputy Director Medical Services or Executive Director Medical Services.

7. Indemnity Cover

Queensland Health indemnifies medical staff as outlined below, who diligently and conscientiously
endeavour to carry out duties or functions. Indemnity cover may not be provided where a person has
been guilty of criminal negligence, wilful misconduct or recklessness. The details of Indemnity

arrangements are outlingd in IRM 3 8-4.

The indemnity cover applies to -
Visiting Medical Officers, Senior Medical Officers, University Medical Officers and Resident

Medical Officers treating public patients
Senior Medical Officers undertaking on-site private practice under both Option A and Option B

arrangements,
Resident Medical Officers attending private patients of Senior Medical Officers, Visiting Medical

Officers or University Medical Officers as part of normal employment.

The indemnity does NOT extend fo -

e Visiting Medical Officers treating private patients

o Visiting Medical Officers employed on a contract basis, treating public or private patients
¢ University Medical Officers treating private patients

¢ University Medical Officers performing academic research or teaching activities

8. Medical Care
Each patient shall have a Medical Officer who is directly responsible for the medical care. The name

of the practitioner will be recorded in the patient’s hospital records. In some units, patient
responsibility is shared amongst two or more District’s Medical Officers. This is acceptable providing

all Medical Officers are members of the medical staff.

PROPCHO40016+v1 -Printed version is an unceatrolled copy- Page 4 of 6




The District recognises and endorses that some specialist units transfer the care of patients from one
Medical Officer to another as determined by roster arrangements

The Medical Officer responsible for a patient’s care is accountable for decisions in relation to
treatment, admission, transfer or discharge The Medica! Officer responsible for a patient’s care will
attend the patient while in hospital with reasonable frequency - as dictated by the clinical condition of

the patient.

The patient is entitled to request a second medical opinion on the condition, planned treatment or
available options.

Resident Medical Officers shall only manage patients on behalf of the Senior Medical Officer,
Visiting Medical Officer, or Assistant Medical Officer responsible for the patient’s care. It is the
responsibility of the Medical Officer responsible for the patient’s care to give clear instructions to the

Resident Medical Officer for the management.

The Medical Officer responsible for a patient’s care must ensure that adequate medical records
including a medical history, a statement of diagnosis, relevant medical problems and significant orders
and freatment are kept. This requirement apphcs equally to both private and public patlents All orders
for treatment for a patient shall be written in the patient’s 1ecords. In sitnations where it is not possible
to write an order, telephone orders may be given to a Registered Nurse as a temporary measure
providing these OIdeIS are signed by the Medical Officer within 24 hours of the telephoned orders. A
discharge summary diagnosis shall form an integral part of the Patient’s record. All patients (public
and private) must have a discharge referral forwarded to the patient’s General Practitioner, a copy of

which will be included in the patient record.

Intermediate/Private Patient Care
Permanently appointed Consultants who are Visiting Medical Officers, University Medical Officers

and Senior Medical Officers, and who have hospital piivileges, are entitled to admit, treat or carry out
diagnostic procedures on patients who have elected to be treated as a Private, Compensable, Veterans
Affairs or Ineligible Patient. Relieving Consultants fulfilling a specific period of locum cover are also
permitted to make use of Private Practice access arrangements during the period of the locum. This

access is not available to Consultants providing ad hoc relief

MARKETING/COMMUNICATION
Marketing/Communication Responsibility ~EDMS
Marketing/Communication Strategy e  Strategy - Notification to all medical staft

AUDIT STRATEGY

Level of Risk Moderate

Audit Strategy Probation record for newly appointed Medical Officers authorised by Line
Managers.
Selection Appointment and Clinical Privileges approved by District Manager
Annual Medical Registration check performed or Executive Director Medical
Services for all Medical Staff (September)

Audit Tool Attached No

Audit Date 27 November 2005

Audit Responsibility EDMS / DDMS

Key Elements/Indicators/Outcomes

REVIEW STRATEGY

Review Date 06 September 2006
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TITLE ) Medical Credentials & Clinical Privileges
DESCRIPTION Guidelines for review of medical staff credentials and appropiiate

clinical privileges

TARGET AUDIENCE All TPCHHSD Medical Staff

™

Clinical privileges are granted to appropriately qualified, trained and experienced Senior Medical
Officers, Visiting Medical Officers and Assistant Medical Officers to undertake clinical care within

the District. :

1. DEFINITIONS

Credentials represent the formal qualifications, training, experience and clinical competence of the
medical practitioner. Documentary evidence of credentials could include University Degrees,
Fellowships of Professional Colleges or Associations, Registration by Medical Boards, Certificates of
Service, Certificates of completion of specific courses, periods of verifiable formal instruction or
supervised training, information contained in confidential professional referee reports and medical

indemnity history and status.

Clinical Privileges equates to a medical practitioner being granted permission to provide specified
medical services within specific health care facilities Privileges granted to one health care facility are
not automatically transferable to another facility. Likewise, the extent of privileges granted may vary
from one facility to another, dependent on resources and role delineation between facilities.

2. AUTHORITY FOR GRANTING OF PRIVILEGES

The Medical Credentials and Clinical Privileges Committee reviews credentials and recommend
appropriate clinical privileges for existing Senior Medical Officers, Visiting Medical Officers,
University Medical Staff, and Assistant Medical Officers The Selection Appointment and Clinical
Privileges Committee when it convenes to appoint Visiting Medical Officers and Senior Medical
Officers is responsible for accessing credentials and 1ecommending clinical privileges for new

appointments.
The District Manager is the delegated officer with responsibility to confer clinical privileges, based on
recommendations from the Medical Credentials and Clinical Privileges Committee or from the

Selection Appointment and Clinical Privileges Committee (as detailed in the District Procedure
“Appointment of Consultant Staff” (PROPCH020004). The District Manager may confer privileges no

wider than those recommended

The Executive Director Medical Services may approve interim privileges for temporary or locum

appointees.
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3. COMMITTEE MEMBERSHIP OR THE MEDICAL CREDENTIALS AND CLINICAL
PRIVILEGES COMMITTEE

Core membership of the Committee comprises -

e Chair of the Medical Advisory Committee (Committee Chair).
e Execcutive Director of Medical Services
» Member nominated by the Medical Advisory Committee

The Committee will invite input from the relevant Program Medical Director. Advice from the
respective College and/or specialist society will be sought as required.

The Comumittee can either convene or consider matters cut of session.

The Selection Appointment and Clinical Privileges Committee detailed in The District Procedure
“Appointment of Consultant Staff” (PROPCH020004) acts with the authority of the Medical
Credentials and Clinical Privileges Committee in respect of considering credentials and
recommending privileges for Senior Medical Officers and Visiting Medical Officers when being

appointed to the District.

The Committee may from time to time convene a “Specialist Advisory Panel” to consider specific
issues which ate of a complex nature. This Specialist Advisory Panel acts with the authority of the
Medical Credentials and Clinical Privileges Committee. 1he membership of the Specialist Advisory
Panel is to include:

- Chair, Medical Credentials and Clinical Privileges Committee

- Executive Director Medical Services
- Medical Director(s) of the relevant Program or Progiams
Internal or external specialists who can provide advice on the specific issue being

considered.

4, CRITERIA TO BE USED IN EVALUATING CLINICAL PRIVILEGES

The Applicant

Possession of (or eligibility to obtain) registration with the Queensland Medical Board;
Qualifications and training appropriate to the privileges applied for;

Clinical experience and competence in the appropriate field of expettise;

Commitment to continuing professional education and quality assurance activities;

Physical and mental fitness to practice.

The Health Care Facility

Facilities, equipment and financial resources available;
Availability of necessary support services;

Role delineation of the facility;
The scope of services provided by the facility.

5. DURATION OF PRIVILEGES AND TIMING OF REVIEW
Privileges granted will be subject to three yearly reviews, excepting —

s At time of initial appointment, a one (1) year probationary period applies for that appointment;

¢ With the termination of appointment; or
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» If the appointee cease to be legally entitled to practice medicine

A 1eview of clinical privileges granted can be undertaken at the request of the Director General,
District Manager, Executive Director Medical Services or Progiam Medical Director. Such review is
not a mechanism for dealing with disciplinary or other administrative matters and should only be used

when concerns are expressed about clinical competence

A Medical Officer may also request 1eview or extension of existing clinical privileges at any time,

Information will be collected and stored on the Queensland Health Medical Credentials and Clinical
Privileges database  This database is confidential and access is limited to approved users. The database

will be maintained and regularly updated by Medical Administration.

RIGHT OF APPEAL

A practitioner, whose request for privileges has been denied, withheld or granted in different form
to that requested, will be advised in writing and provided with the rationale for the

recommendation.
The practitioner should also be advised of the right to appeal against the decision.

Such appeal should be made to the District Manager within 28 days of receipt of notification of
recommendation.

The appellant is required to submit reasons as to why privileges should be reconsidered,
addressing any issues of deficiency raised by the Medical Credentials and Clinical Privileges

Committee.
The District Manager shall request the Medical Ciedentials and Clinical Privileges Committee

convene within 28 days of appeal being received.

Should the reconsidered recommendation not be acceptable to the appellant, then that individual
has the right to further appeal the decision. At which point, the District Manager will refer the
matter to the Chief Health Officer who shall convene a Privileges Appeals Tribunal.

EVALUATION

e All Credentials and Privileges are reviewed every 3 years, except as outlined above.

MARKETING/COMMUNICATION
Marketing/Communication Responsibility EDMS3
Marketing/Communication Strategy

AUDIT STRATEGY

Level of Risk

Audit Strategy

Audit Tool Attached

Audit Date

Audit Responsibility

Key Elements/Indicators/Outcomes

Medium

REVIEW STRATEGY
Review Date 06 September 2006
Review Responsibility EDMS
PUBLISHING INFORMATION
Version 3

09 August 2004

Version Date
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The Prince Charles Hospital Health Service District
District Patient Safety Committee
Terms of Reference

Rationale

The purpose of the Patient Safety Committee is to review, investigate, analyse and follow up major
clinical incidents (whether they are provided by direct referral to the committee or via the AIMS incident
reporting system), deaths referred to the Coroner, and deaths that may have been preventable. The
team uses a formal, systems based approach to determine the settings in which adverse events occur
and identifies system changes to reduce the iikelihood of similar occurrences with the aim of reducing

the frequency of adverse events.

The Patient Safety Committee will focus on identifying the factors which may have led to high risk

incidents and adverse events and taking action in order to prevent similar occurrences.

The

Committee has the authority to allocate resources and form working parties as required to take the

1.

(‘f:actions deemed necessary to control any risks identified.

Roles of the Committee

Establish and maintain a framework and process for the review of all deaths including; a process for
the independent external review of cases where appropriate, and systems to facilitate feedback to

the people who initiated the review.
Oversee the progress of recommendations resulting from death audits and clinical reviews.

2,
3. Review and monitor: _

+ all incidents referred fo the Commiitee, and

¢ clinical risks identified in the Risk Register

4 Investigate all referred incidents by appropriate means such as case review, consultation with
clinical leaders and Clinical Departments, interviews with appropriate personnel, liaison with peak
bodies, and root cause analysis.

5. Apply a risk rating to deaths and incidents referred to the Committee and refer ‘Very High' to
‘Extreme’ risks to the District Executive and the District Safety and Quality Committee
recommending the form of review of such cases/incidents.

6. Review aggregate benchmark Patient Safety data and investigate and act on variance.

. 7. Facilitate the development, implementation, revision, communication, and evaluation of clinical
policies and procedures identified by the Committee in order to effect system change across the
organisation.

Membership

Chair — Elected by the Committee membership annually, each Chair may only hold the Chair for one
year at atime The Chair may nominate another Committee member to act as Chair in their absence.

Full Members

B D

PATIEN~1

Consultant Intensivist

Consuitant Psychiatrist

Medical Officer — Quality Assurance and
Audit

A Quality Manager

A Director, Anatomical Pathology Service.

Executive Director of Medical Services
Executive Director of Nursing Services
Deputy Direcfor of Medical Services
Consultant Physician

Consultant Surgeon

Consultant Anaesthetist

B B
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Meeting Procedures
Meetings — Timing
Fortnightly

Minutes and Privacy Policy

Taken in a ‘action minute’ format so that patients/clients/residents, work units, and staff

identities are not disclosed in order to protect the privacy of all individuals involved in the
reviews undertaken.

Quorum

There shall be 50% of members or their representatives present plus one (i.e. at least six

- members) to constitute a quorum.

Recommendations and Committee Evaluation

The Committee shall promulgate recommendations for all reviews, audits or investigations that it
sponsors and will monitor the implementation of such recommendations through the indicators

which must be specified as part of any recommendations made.

Safety and Quality Committee Reporting

The Patient Safety Committee acts with the authority of the District Manager, the District
Executive and the District Safety and Quality Committee.  Any issues which require notification
and/or action by the District Executive shall be communicated to the District Executive

Committee at the next available opportunity.

The Patient Safety Committee will provide a quarterly report (in March, June, September, and
December) to the Safety and Quality Committee outlining the reviews undertaken, the actions

* initiated and the outcomes achieved since the last report.

Original signed original signed

Ms Gloria Wallace

Dr Mlchael Cleary | District M
istrict Manager

Chair, Patient Safety Commlttee
Executive Director Medical Services
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The Prince Charles Hospital Health Service District
Patient Safety First —
An Initiative of the TPCHHSD Patient Safety Committee

Lessons Learned #1

Event

A patient who was acutely bleeding after a major operation received incompatible
blood components that were intended for another patient.

Core Messages

e Multiple checks have been built into the system that regulates the
administration of blood products; however, not all of the requirements of the
Australian and New Zealand Society of Blood Transfusion (ANZSBT)
Guidelines for the Administration of Blood Components have been
incorporated into the District’'s processes

.e Errors in the requesting, supply and administration of biood components create
significant risks for patients. A survey of hospital blood transfusion
laboratories in the UK in 1993 revealed 111 instances of blood components
being transfused to the wrong patient in an 18-month period.

¢ Clinical teams that treat very complex cases in the post-operative environment
may be composed of people from a number of clinical units. Communication
is the key in ensuring all the necessary checks are undertaken during complex
and difficult clinical situations.

Actions Taken

1. The TPCHHSD Blood and Biood Products Procedure will be reviewed in line
with the requirements outlined in the ANZSBT and Royal College of Nursing
Australia Guidelines for the Administration of Blood Components

2. The relevant QHPSS proforma will be reviewed to ensure that all steps in the
process are checked before any blood or blood components are given.

3. Common processes that comply with the requirements outlined in the ANZSBT
Guidelines for the Administration of Blood Components will be adopted for:
» the management of remote bloed fridges, and
+ the checking of the identification of all blood and blood products, with the
identification of the patient who is to receive the product, before the product
is removed from any blood fridge or Lampson Tube.

4. The TPCHHSD Blood and Blood Products Procedure will be amended to
include the foilowing, “The person spiking/hanging the biood or blood
component shall be one of the 2 people who have undertaken the component
and patient identity check”

5. The use of the QH Skills Centre’s Crisis Resource Management training will be
investigated to determine the value of the training for clinical teams in theatres
and intensive care in the management of complex and difficuit clinical

situations.

Errors are a risk associated with the complexity of modern health care  The policy of Queensiand Health is to
create Heafthier hospitals for all Queenslanders and this is achieved through the systematic identification,
reporting and investigation of errors.  The key aim of these investigations is to design processes that eliminate or
minimise the recurrence of such events. The aim of the Lessons Learned newsletter is to provide feedback to

District staff on the results of investigations that have occurred
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The future of casemix in emergency medicine and

ambulatory care

Michael { Cleary, Richard H Ashby, George A Jelinek and Robert Lagaida

The selection of appropriate non-inpatient casemix
classification systems is pivotal to the overall success
of casemix in Australia. Before implementation, an
extensive review and evaluation of issues relating to
non-inpatient casemix must be undertaken in con-
junction with inpatient casemix to avoid adverse eco-
nomic and clinical outcames. Here, we review the
background to and current status of non-inpatient
casemix classification systems., The current Com-
monwealth/State research agenda is defined and pos-

sible optons for both classification and funding of

non=inpatient services are described.
(Med J Aust 1994; 161: S30-833)

40 million occasions of services to ambulatory or

non-inpatients each year, These services cost more
than $3.2 billion dollars and consume 20%~30% of public
hospital budgets compared with an estimated 40% spent on
acute inpatient care.

Based on the American experience, it is expected that the
present trend towards ambulatory care will increase after the
introduction of casemix funding for inpatient services. Many
clinicians and managers belicve that not introducing
casemix simultancousty for both inpatients and nom-
inpatients will have a substantial and negative impact on
patient care. ‘

The American experience docs not offer an obvious solu-
tion to these problems. No ambulatory casemix system has
received widespread acceptance. Many are similar to the
Commonwealth Medicare Benefits Schedule and are
designed for office practice and same-day procedures rather
than hospital-based emergency and ambulatory services.
Thus they are not directly applicable to Australia.

3 t present, Australian hospitals provide an estimated

There has been little research into the type and extent of

ambulatory setvices in Australia, but in recognition of the
importance of such services provided by Australian public
hospirals a detailed analysis has been initiated,
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Here, we review the background to and the current status
of non-inpatient casemix classification systems and conclude
by describing possible options for both classification and

funding of these services.

Emergency medicine and ambulatory care
The American experience

Most of the original work on ambulatory casemix systems
was done in the United States after the introduction of the
prospective payment system in 1993, The proportion of hos-
pital budgets spent on ambulatory care increased from 13%
in 1982 to 20% in 1988.1 Health services managers con-
centrated on outpatient clinics in an attempt to understand

" and control this phenomenon. The development of various

ambulatory classification systems such as ambulatory visit
groups and ambulatory patient groups followed and
attemnpts were made to extend the ambulatory visit groups
system to cover all non-inpatients. These met with little suc-
cess, particularly in emergency departiments.

The use of the term “ambulatory” to describe all non-
inpatient activity is historical and has led to the mistaken
belief that all non-inpatient care is a2mbulatory.

The Australian experience

In Austzalia, it is more appropriate to use “non-inpatient”
rather than “ambulatory” because of the heterogeneous clin-
ical environments int which care is provided. Non-inpatient
care is provided by ourpatient clinics, emergency depart-
ments and specialist units such as those providing same-day
procedures, outreach services (hospital-based services pro-
vided at an external location) and substitution services (ser-
vices which can be directly substituted for inpatient care but
which are delivered in a non-inpatient environment, e.g.,
“hospitals in the home™).

Because of the structure of institutional health care, the
contribution of outpatient care to overall costs is higher in
Australia than in the United States and is estimated to be
20%-30%.2 Although the individual cost of ambulatory visits
is low compared with inpatient costs, the variability of costs
is higher. Some ambulatory visit groups cost 50 times as
much as others? Baraff reported a 40-fold difference
between the least and the most expensive case groups in
emergency departments.* '

Ideally, 2 casemix classificadon system should be resource

homogeneous, clinically meaningful and contain an adequate
number of classes. Any classification system shonld also be




jupported by clinical practice and be consistent with the
uirements of clinicians for clinical budgeting and devo-

tion of authority.”

e need for separate classification systems within
inpatient care

FResearch by Lion et al ? and others* supports the need for
separate casemix classification systems for emergency
Edepartments and outpatient clinics. Lion et al. concluded
fthat emergency departments were delivering the “illness”
component of ambulatory care as opposed to the “wellness™
component in outpatient clinics, These studies suggest that
in the United States hospital outpatient clinics and office-
hased private practices have a similar casemix, which is dif-
Herent to the casemix of emergency departments. It is likely
that the situation in Australia is similar. Recent studies by
elinek® and Coleridge et al.” demonstrated major differences
he caseload of Australian emergency departments and
..ipatient clinics, which bas been confirmed by the
INational Ambulatory Casemix Project.* Hence a single
rasemix system would not be suitable.
' Some Australian studies have analysed resource use in
emergency and outpatient clinics. These demonstrated that
iagnosis and procedures performed were the key determi-
bants of cost in outpatient clinics,? while urgency and dis-
Ihosition were the most important determinants of cost in
emergency departments.? Clearly, data requirements and
coding will be different in the two settings.

ergency medicine

imost half of all Australizn public hospital admissions orig-
fnate from emergency departments. This, coupled with the
increasing focus on appropriate bed use, means that it is
ssential to avoid any incentive to over-admit. There is a risk
phat this gatekeeping function of emergency departments
"y be lost if an episode-of-care model is adopted * This
-~ s0del proposes that emergency departments be funded by
hwo different casemix systems, including a fraction of the
Anstralian national diagnosis-related groups reimbursement
tfor eactr admitted patient, and an ambulatory casemix pay-
iment for non-admitted patients. Because many acutely ill
Inatients may be managed in either an inpatient or ambula-
Hory environment, the decision to admit or discharge may
then be based not on clinical need but on whether the diag-
hosis-related group (DRG) fraction or the ambulatory
icasemix payment is greater,
} Emergency departments are functionally separated from
ther non-inpatient services by the urgency with which
fpatients need to be seen. Jelinek® has shown that five urgency
Rroups based on a standardised triage scale correlated highly
pwith resource use and therefore with cost. Urgency group-
gngs accounted for 28.9% of the cost variance at three Perth
geaching hospital emergency departments, Disposition
Kwhether the patient was admitted, discharged, transferred
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or died) accounted for 26.8% of cost variance. In contrast
to this, the 26 major diagnostic groups accounted for only
17.3% of cost variance.

Jelinek developed urgency-related groups, a system which
classifies all patients presenting to emergency departments
into 73 classes (38 classes of admitted patients and 35 classes
of non-admitted patients).® The classification is based on an
urgency classification, patient disposition and diagnosis (Box
1). The urgency classification is based on the National
Triage Scale developed by the Australasian College for
Emergency Medicine which has been implemented in most
Australian emergency departments.’® Urgency-related
groups have substantial advantages over other classification
systems (Box 2).

Ambulatory care

Three Australian studies have examined hospital-based
ambulatory care. The National Ambularory Casemix Project
developed a simple classification called the Australian Ambu-
latory Classification? which contained 121 classes. Diagno-
sis and procedure coding are not required, the system
demands minimatl additional administrative effort and can
be easily and rapidly implemented at the hospital level. The
system uses variables which are susceptible to manipulation
and would require modification to become viable for out-
patient services in the current health care environment.
The Ambulatory Encounters Study conducted at Flinders
Medical Centre {Adelaide} and the Ambulatory Casemix
Project conducted at the Royal Children’s Hospital (Mel-
bourne) examined the need for a detailed classification
system which was driven by routinely collected and coded

1: Urgency-related groups

Urgency ‘I'riage code: National Triage Scale

Diaposition Disposition code: admitted, discharged,
transferred or died '

Diagnosis Diagnosis code: diagnosis grouping

2: Advantages of urgency-related groups

« Simple

= Relatively inexpensive

+ Compatible with all coding systems

s+ Relates 1o other indicators {for example, quality
assurance, utilisation review, performance indicators)

Describes all emergency department attendances

+ Resource homogeneous and clinically coherent
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data. The Melbourne study focused on specialist medical

and surgical outpatient clinics. It did not consider clinical

services provided by the emergency department. The study

suggests that:

= There is little potential for the use of ambulatery visit
groups or ambulatory patient groups to classify ambula-
tory services in Australia because of the difficulty of col-
lecting information about diagnosis;

+ Normal consuliation services should be classified accord-
ing to “first/review attendance™ and “type of clinician®;

s There should be separate funding arrangements for
patients attending specialist clinics.

The Flinders Medical Centre study is likely to confirm the
point about ambulatory patient groups and ambulatory visit
groups. The latter appear to be more suited for ambulatory
classification but would require modificadon, particularly for
procedural services.

Future directions

In 1991 the National Health Strategy identified the ineffi-
ciencies in the overlap of responsibility for non-inpatient care
between the States, Territories and the Commonwezlth, cre-
ating the potendal for duplication, poor coordination and
cost shifting.!! Reforms were recommended, including a
change in the funding arrangements for non-inpatient

services.

The ambulatory care research and pilot program

The 1993 Medicare Agreement included specific references
to ambulatory care and provided the pladorm for further
regearch 12 The subsequent National Health Summit (April
1993) and the Australian Health Ministers’ Conference (July
1993) endorsed a two-year research and development pro-
grain to construct a framework for the organisation, deliv-
ery and funding of hospital-related non-inpatient services.
This culminated in late 1993 with the Commonwealth estab-
lishing the Ambulatory Care Research and Pilot Program.
This Program is responsible for research to support policy

development.

Framework for further research and development

The priorities for research and development are the design,
evaluation and implementation of a non-inpatient casemix
classification system. This will include the development of
national minimal standards for terminology, minimum data
sets for non-inpatient services, an information technology
assessment as well as the development and validation of non-
inpatient casemix classification and funding systems.

The project has been constrained because the information
is inconsistent: different States use different methods to mea-
sure the volume of non-inpatient services and the use of
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manual recording systems has led to a paucity of usable data,
Specific pilot projects need to be conducted and are already
under way in Victoria, These will allow a detailed analysis of
non-inpatient services. Currently, the pilot studies are blind-
billing the Commonwealih for selected non-inpatient ser-
vices using the Commonwealth Medicare Benefits Schedule.
This will provide information about patterns of care, patient
profiles and resource use.

Categorisation for funding

The episode-of-care model proposed by Duckett and Jack-
son identifies non-inpatient services that are related to iden-
tifiable inpatient episodes and counts them as such for the
purpose of reimbursement?® To implement this payment
model, each non-inpatient attendance must be classified and
costed.’®* The episode of care for a patient attending with
uncomplicated appendicitis would therefore include an
emergency department attendance, acute inpatient care and
outpatient attendance.

Other non-inpatient’services which are unrelated to inpa-
tient episodes would be funded separately. It has been sug-
gested thatr attendances which could be substituted by
general practitioner or specialist care could be funded by the
Commonwealth Medicare Benefits Schedule. However, this
schedule is a payvments system rather than a cost-based
system and, as such, would require modification if it were to
be used in the public sector.

Whatever funding model is adopted, it is necessary to safe-
guard teaching and research, and create incentives to optim-
ise practice and minimise cost shifting.

Conciusion

The importance of non-inpatient care provided by Australian
public hospitals is being recognised. Under the terms of the
Maedicare Agreement, and as a result of subsequent decisions
made at the National Health Summit (April 1993) and the
Australian Health Ministers’ Advisory Council (July 1993),
the States and Territories will work with the Commonwealth
to clarify responsibilities, funding arrangements, classifica-
tion and cost of non-inpatient services in hospitals.

The proposed ambulatory care reforms should aim to
ensure that there are incentives to encourage the most appro~
ptiate care in the most appropriate location. The research
being undertaken as part of the Ambulatory Care Research
and Pilot Program will allow analysis of the pattetns of non-
inpatient care, establish typical episodes of hospital care and,
where possible, bundle payments for them.

It seems unlikely that an Australian standard for non-inpa-
tient casemix will emerge in the immediate future but it is
clear that a single casemix systemn will not be suitable for use
in all non-inpatient services. However, progress is being
made and appropriate non-inpatient classification systems
should be developed before 1997,

“
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';Making casemix work for psychiatry

David | Ben-Tovim and Rob H Elzinga

are an important part of our health system, so casemix must
impinge upon the delivery of mental health and substance
abuse care. In that context, the practical issues for psychi-
atric services are not the usefulness of casemix per se or the
theoretical usefulness of a casemix language for psychiarry.
They are: what are the consequences of psychiatric services
being described in a language which is different from that
used elsewhere in the health system; is the present form of
the casemix language at all comprehensible when applied to
mental health care products; what would be the impact if
existing psychiatric casemix dialects came into widespread
use; how might the language be developed; and how can
clinicians learn ir?

No issues in the field of health care exist in isolation. Psy-
chiatric services are undergoing a painful period of trans-
formation. Under the watchful gaze of a National Mental
Health Policy, services that were once confined to isolated
psychiatric hospitals are gradually moving into the com-
mumity and into the general health care environment.!? The
process of change is not easy, and many mental health pro-
fessionals are uncomfortable about the emergence of issues
such as casemix, which they sec as extraneous to the prin-
cipal agenda of mental health care reform. They are critical
of casemix, not for what it can do, but for what it can not.

Casemix and psychiatric services

The language of casemix in current use in Australia is con-~
cerned with describing care products that are resource
homogeneous, that is, which cost the same to produce.?
Length of hospital stay is often used as a surrogate for
absolute measures of cost or resource consumption. A
casemix which describes homogencous groupings of
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Classification, costing, funding

Casemix: moving forward §

Outpatient costing and classification: are we any closer to a |
national standard for ambulatory classification systems?

Michael | Cleary, Jo M Murray, Robin Michael and Kym Piper |

menced in Australia in July 1988 focused on devel-

oping and implementing a national inpatient
classification system for acute patients (AN-DRGs). Rela-
tively little work was done on classifying and costing ambu-
latory services. In the early 1990s, however, two projects
were conducted — the National Ambulatory Casemix Pro-
ject in Sydney! and the Flinders Medical Centre Ambulatory
Encounters Project in Adelaide,? the latter in conjunction
with the Royal Children’s Hospital in Melbourne. These
were primarily “demonstration” projects, which tested
some overseas classifications and identified issues for

The Casemix Development Program which com-

- future ambulatory classification projects.

In 1994, the National Ambulatory Care Reform Progiam

focused attention on ambulatory services by funding stud-

ies to facilitate health policy development in this area?
However, none of these projects addressed the need for a
nationally consistent ambulatory classification system.

Recognising this, the Department of Health and Family
Services requested that the Australian Casemix Clinical
Committee establish a subcommittee to oversee the devel-
opment of an ambulatory classification system for use in
Australia, This committee reviewed existing classifications
for their applicability in Australia,* concluded that none were
appropriate and recommended that a new classificarion
system be developed to complement other patient-based
classification systems.

This woik resulted in the Developmental Ambulatory
Classification System (DACS), which was patient-based and
structured around Ambulatory Major Diagnostic Categories
(AMDC), similar to the Major Diagnostic Categories of the
AN-DRG classification. The major splits in the proposed
classification were based on whether the patient was
making a pew or a repeat visit, and whether 2 significant

This article is based on the Outpatient Costing and Classification Study
undartaken by Coopers & Lybrand on behatt of the South Austrafian Health
Commission and the Commonweaith Department of Health and Family

Sarvices, April, 1998.
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Synopsis

+ The Outpatient Costirig and Classification Study was
commissioned by the Depariment of Heaith and
Family Services to evaluate the suitability of the
Developmental Ambulatory Classification System
{DACS}.

« Data on the full range of ambulatory services
(outpatient clinics, emergency departments and allied
health services) were collected prospectively from a
stratified sample of 28 public hospitals, Patient
encounters captured in the study represent 1% of the
total ambulatory encounters irr Australia in one year.

« Costing per encounter included time spent with the
patient, cost of procedures, indirect costs (salaries and
consumnables), overhead costs and diagnostic costs.

« The most significant variable explaining cost variation
was hospital type, followed by cutpatient clinic type.
Visit type and presence or absence of a procedure —
major splits for the proposed DACS —- did not produce
splits that were consistent across all hospital strata.

« The study found that DACS is not an appropiiate
classification for hospital ambulatory services.

« A clinic-based structure for outpatients and allied
health depariments is recormended for classifying
and funding ambulatory services in Australia.

MJA 1998; 169: S26-531

procedure was performed (Box 1). A specially constructed

expert panel identified which cutpatient and emergency pro-
cedures were significant cost drivers. In contrast to the other
major classification systems, this classification was not based |
on empirical data. DACS nceded to be evaluated for its ;
suitability as a national classification.

To address this issue an Outpatient Costing and Classifi-
cation Study was commissioned by the Commonwealth ;
Department of Health and Family Setvices in 1997.

Methods

The Outpatient Costing and Classification Study was |

conducted in two phases.

Phase 1: Selecting and defining the data elements to be
captured during the study and developing a sampling frame-

work (conducted by Deloitte Touche Tohmatsu).*

Phase 2: Data capture and analysis of the results (con- ¥

MJA Vol 169 Supplement 19 October 1998 '
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diagnosis (I
EERI

ducted by Coopers & Lybrand and the South Australizn
Health Commission).5

The study aimed to include the full range of ambulatory ser-
vices provided in public hospitals. For the purpose of the
study, the term “ambulatory service™ encompassed designated
outpatient clinics (irrespective of location), emergency
-departments and allied health services for non-admitted
‘patients. Because hospitals’ recording of patient activity varies,
the study also included same-day patients and inpatients
treated within the outpatient and emergency deparements.

Hospitals

Data were collected prospectively from a stratified sample of

Australian public hospitals. South Australian hospitals were
over-represented, because a similar State-based research pro-
ject was initiated in South Australia before the Common-
wealth project. Twenty-eight hospitals participated in the
study. They included eight teaching hospitals, two special-
ist hospitals, two metropolitan hospitals, seven large rutal
hospitals and nine small rural hospitals (Box 2).

Data collection

Senior staff from each hospital met with the consultants
before study commencement to epsure optimal data col-
lection, and all hospitals employed a project officer to facil-
itate on-site coordination. To ensure data accuracy, a quality

'managemeut plan was developed, including tolerance

reports and edit checks on the data,

Data collection commenced in September 1997 and con-
tinued in SA hospitals for three months, and at other sites
for one month, Becaase of the difficulty in collecting detailed
patient data in busy emergency departments, the collection

_period in emergency departments was four weeks in South
Australia and two weeks in other States, :

Detailed utilisation data were obtained for each patient in
the study (Box 3).

A patient encounter was defined as “an interchange
between one or more healthcare providers and one or more
patients, for assessment, consultation and/or treatment for
intended unbroken period of time”,

Teleheaith consultations (including videoconferencing,
telemedicine and telephone contacts) were included if the
clinician who had previously seen the patient was present,

MJA Vol 169 Supplement 19 October 1998

and when the service was considered to be a substute for
face-to-face contact.

Radiology and pathology services and dispensed
pharmaceuticals were not considered encounters in
their own right, but were subsequently linked to the “pri-
mary” encounter (ie, the encounter in which the services

were ordered).

Reviewing results, dictating letters and making tele-
phone calls, which are generally consistent across ail
encounters, were included as indirect costs (although some
clinicians elected to record the time associated with these
activities as direct patient contact time).

Telephone calls were recorded if the clinician who had
previously seen the patient was present and when the service
was considered to be a substitute for face-to-face contact.

Indirect encounters related to consultations with key
providers and relatives of patients in which the patient was

the focus of the encounter.
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Group encounters were defined as encounters with more
than one patient and/or more than one practising clinician
present., '

All hospital-paid staff who were involved in providing
patient care were requested to record the amount of time
they spent in direct patient contact. This has been previously
reported as the most variable aspect of an outpatient
encounter.! Specific proformas were developed to collect
details on nursing time, medical time, allied health time,
diagnostic services (pathology and imaging) and thetapen-
tic services (pharmaceuticals).

Coding

Accurate diagnosis and procedure coding are not routinely
collected for ambulatory patients in Australia, ICD-9-CM
classification to the three-digit level was adopted as the min-
imum standard for coding during the project. This did not
reduce the specificity of the clinical data, with some 4364 dif-

. ferent codes being used across the study. Coding to the
fourth and fifth digit was permissible if desired by clinicians.

Standardising the clinic profile

A set of generic outpatient clinics had to be established to
standardise the profile of outpatient clinics within Australian
hospitals. The use of outpatient clinics as a classification vari-
able had been supported by several ambulatory stadies,
including the Victorian Ambulatory Classification System,’
the Queensiand Health Ambulatory Project,® and the
Flinders Medical Centre Ambulatory Encounters Project.?
From these sources a list of 76 generic clinics was identified.

Data collection sites were requested to map their clinics to
this list. Some hospitals had difficulty in mapping their very
specialised clinics. In these situations additional clinic names
were added. With these refinements a final generic clinic list
comprising 78 clinics was obtained.

Costing dala

Patient level cost data were used to determine the cost of
each encounter in four steps:

Direct costs: The cost of direct time spent with a patient
and the caost of significant procedures for individual
encounters were allocated to the specific encounter.
Indirect costs: Salary costs and costs for consumables
{derived by deducting direct cost from rtotal expenditure
reported in line items in ambulatoty cost centres) were
dispersed across all ambulatory encounters.

Overhead costs: Overhead costs, determined by an
approach similar to that employed in COSMOS,? were
dispersed across all ambulatory encounters. This process
allows all costs incurred in providing services — power,
cleaning and infrastructure costs as well as direct costs —- to
be allocated to an individual encounter.

Diagnostic costs: Patient specific utilisation data relating
to radiology, pathology and pharmacy were downloaded
from hospitals’ information systems. Standardised unit prices
were adopted for radiology and pathology services. This was
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set at 85% of the Medical Benefits Schedule (MBS) fee.
Pharmacy costs were directly allocated and included Section
100 drugs. These costs were directly allocated to the primary
ambnulatory encounter.

Most hospitals in the study were able to provide detailed
costing information, with the exceptions being some of the
small hospitals in South Australia, To estimate outpatient
cost in these hospitals, a proxy outpatient fraction was
derived from information obtained during the National
Hospital Cost Data Collection Study.
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Statistical analyses

Staustical analysis of the data measured the significance of
the associations between the independent variables and the
dependent variable, which in this case was cost.

Results

The study collected clinical and demographic data on
248608 patient encounters (Box 4). Additional data were
incorporated into the database: two previous emergency
deparunent studies (the Flinders Medical Centre Emergency
Department Study!?, and the Women’s and Children’s
Emergency Department Study!?); the Mental Health Clas-
sification and Service Costing Project (MH-CASC) relating
to ambulatory encounters in the Mental Health Division of
the Women’s and Children’s Hospital;'? and data from
Launceston and Burnie Hospitals in Tasmania.

‘The patient encounters captured in the study represent
about 1% of the total hospital ambulatory encounters in Aus-
tralia each year.1® Over 82% of these encounters were referred
from three sources: other services within the hospital (33%);
community general practdtioners (28%) and self-referral
(22%j. The high proportion of self-referred patients was due
to the inclusion of emergency department data. Thirty-four
per cent of all encounters were new visits. The average cost
of a new visit was $128, and of a repeat visit, $110.

There were 10% more female than male patient encoun-
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ters in the study population, and the number of public
patient encounters greatly exceeded other types (86.6% of
patients were public, 7.6% private, and 5.7% Department
of Veterans® Affairs). '

Of the patient encounters analysed, 95% were direct
encounters, 3.5% were telephone encounters and 1.5% were
indirect contacts. The average cost for these encounters was
$116 (direct), $129 (indirect), $115 (telephone) and $152
(telemedicine), respectively.

There were only 46 telemedicine encounters captured
during the study period. This represented 0.02% of total
encounters.

The costs of providing services to patients in hospital out-
patient departments and in the ambulatory service compo-
nents of hospital allied health departments are given in Box
5. This clinic sgucture was standardised for all bospitals.

Group encounters were pattitioned on the basis of hospital
type and clinic type in the same manner as one-to-one
encountets to facilitate standardised approaches to data col-
lection and reporting. After trimming data to remove out-
liers, 0.5% of clinic encounters were group encounters. The
average per patient cost of a “group encounter™ was $82.
This was about $20 less thar one-to-one encourters. A list
of group encounters and costs is given in Box 6.

Emergency department analysis incorporating data from
two previous studies (as mentioned above), and other
studies conducted in Australia, have identified the key
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resource drivers in an emergency depart-
ment as being triage, disposition and age !

Classification analysis

The objective was to design, from first
principles, an outpatient classification
systemn which could be used to fund ambu-
latory acdvity, and in doing so report on
the appropriateness of the DACS as a
framework for a patient-based classifica-
tion system.

A total of 198495 episodes were
analysed in detail, after removal of incom-
plete episodes. For selected components,
data were trimmed to exclude cost outliers
(defined as <4 or >5 SD from the
mean); 1008 records were excluded on
this basis. Analysis of emergency depatt-
ment data was conducted separately.

The most significant variables identified

metropolitan, large rural and small rural),
outpatient clinic type, visit type (new or
repeat), age and significant procedure.
The impact of hospital type was highly significant and
became the principal variable producing splits. An analysis
of secondary variables producing splits is given in Box 7.

Clinic-based classification

Clinic type explained 24.05% of the cost variation in
untrimmed data, and 31.60% of the cost variaton in
trimmed data, The variation explained was less significant
for teaching hospitals (18.04% for unuimmed data and
23.93% for trimmed data). The variation in teaching hospital

costs may have been a consequence of the higher number of

junior staff who may have ordered additional diagnostic tests
and the variable profile of clinicians attending the same
patient.

A detailed review was conducted of the variables associ-
ated at the next level of the classification tree, testing, in par-
ticular, age, visit type and the presence or absence of a
significant procedure. This analysis did not produce splits
which were consistent across all hospital strata. These fac-
tors were not considered to be significant splitting variables.

Fo complete the classification analysis, it was necessary to
examine group encounters and telephone contacts. Difficulty
in defining telephone calls for funding purposes has resulted
in telephone calls being excluded in many casemix-funding
models. As the cost differential between face-to-face contacts
and telephone contacts is so small, a case could be made for
recommending funding these services in the same manner as
face-to-face contacts. However, concerns were raised about
the gaming potential for this class of encounters.

Emergency depariment system
When analysing emergency department episodes on the basis
of urgency (as assessed by the National Triage Scale) and

S$30

disposirion, a significant explanation of
variance was obtained. This remained at
34,39% for both trimmed and uniximmed
data. Box 8 details the proportion and cost
of encounters, by triage, disposition and
age.

The performance of this classification
structure in small rural hospitals was
extremely poor and produced a 093%
reduction in variance. The flat average cost
across the range of classes within this hos-
pital stratum suggests that these services
should be funded at a standard rate.

DACS structure

The assignment to DACS classes was
based on the principal diagnosis coded,
using ICD-9-CM codes. Problems
occurred in the assignment of patients to
DACS classes because there was no unique
mapping of ICD-9 CM codes to AMDCs.
For example “fracture of facial bones”
couid be assigned to AMDC 2, 3 or 8
(Eve; Ear, Nose, Mouth and Throat; and Musculoskeletal
System and Connective Tissue, respectively). This was not
addressed during the design phase of the project, and to
resolve this an additional step was incorporated into the
grouping process. This step used “clinic type” as & defining
variable. This allowed 80% of all encounters to be assigned
to a specific DACS class. It is not possible to determine
whether the 20% of episodes excluded from the analysis had
a significant impact on the result.

The DACS explained only 15.32% of cost variation when
stratified by hospital type. The performance of this classifi-
cation system was marginally improved when a secondary
split based on professional discipline (allied health, emer-
gency, outpatient) was included (20. 12%).

Discussion

It is imperative to establish a standard classification system
for ambularory patients, as has been done for acute patients.
Healtheare funders and providers need to able to describe
the ambulatory patient profile,

Previous studies attempting to explain the resource vari-
ation for ambulatory patients have found that classifications
based on the provider, rather than the patient, explain
greater variation in patient costs. This is to be expected, as
ambulatory care takes place in a relatively constrained
environment. Clinicians designatre “time slots™ for their
patients based on criteria relevant to their specialty areas.
Patients may also be seen for the same condition by med-
ical specialists and by allied heaith professionals — the
characteristics of the patient are unchanged, but the treat-
ment regimens and resource use by the provider can vary
greatly.

Nevertheless, despite the difficulties entailed in develop-
ment, & patient-based classification is considered the ideal
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Iong term classification structure for ambulatory encounters,
as it would truly reflect the clinical condition of patients
and thus enhance the clinical utility of such a system. The
DACS, developed with input from experienced clinicians,

" was designed with this intent but, before this type of classi-

fication can be introduced, hospital outpatient information
systems will have to be greatly enhanced. A complex patient-
based classification requires the collection of patient activ-

ity and clinical data, which would exceed the capacity of

existing manual or electronic systems.

The study clearly indicates that the proposed DACS, in its
current form, is not appropriate for classifying hospital based
ambulatory services, and that in furure classification devel-
opment work the AMDC structure should not be considered
an appropriate primary classification variable.

More importantly the study identifies the generic clinic
classification structure, partitioned by hospital type, as the
most appropriate classification system for one-to-one
encounters in outpatient clinics and allied health depart-
ments. Group encounters should also be classified by generic
clinic type. Separate cost weights wouid apply to one-to-one
and group encounters.

The classification of emergency department pregentations
has baen the subject of extensive research. This project con-
firms previous reports that triage category and patient dis-
position should be used to classify one-to-one encounters in

emergency departments ?
In the short term, the generic clinic based structure for

outpatients and allied heaith departments and the urgeacy
and disposition based structure for emergency departments
are recommended for classifying and funding ambulatory

services in Australia,
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Getting Clinicians Involved: The Australian Experience

M I Cleary, *upas rony Facem aea (UNSW)

Abstract
This paper explores the clinical changes that occurred §i
casemix classification systems and methadologies were influ

ollowing the introduction of casemix in Australia and more importamtly how
enced by clinicians. It kighlights some of the important milestones, major events

and key processes that were associated with the diffusian of Diagnosis Related Groups.

Clinical leadership was crifical, This was achieved thro
commitiees and organisations including the Australian Cas

various Commonweaith and State health departments and the respective specialist
delivered a clinically meaningful state-of-the-art casemix classification underpinn
sopkisticated in terms of its ability to meet the needs of practicing clinicians as we

ugh the combined activities of clinicians working through various national
emix Clinical Committee, the Nutional Centre  for Classification in Health, the

colleges and associations. These combined activities
ed by a coding and data collection system that is both
Il as being technologically advanced,

Ann Acad Med Singapore 2001; 30(Suppl):3-8
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Introduction

Casemix both for classification and payment purposes is
now well established as a valuable tool for improvin g and
managing Australia’s health care system.! It was launched
in 1988 when it was included in the national health care
agenda as part of the Medicare Agreements (the joint
Commonwealth State agreements relating to health care
management and funding). It is now increasingly being
used for resource allocation where it is being employ to
deliver improvements in both technical efficicncy and
allocative efficiency; output measurement; quality
enhancement; comparative analyses; and the moniforing
of changes in service delivery.

Diagnosis Related Groups or DRGs are the best-known
casemix classification. This particular classification
describes patients who are admitted to hospital, and provides
a valid mechanism of relating clinical care to the resources
required to provide that care. In Australia, DRGs have
become and remained relevant to clinical practice because
they have been continuously revised in line with changes
to medical and surgical practice and coding procedures.
Significant changes occurred in 1992 and 1996, when
Australian National Diagnosis Related Groups {AN-DRGs)
were revised. Major changes to the classification aiso
occurred in 1998 when AN-DRGs were replaced by the
Australian Refined Diagnosis Related Groups (AR-DRGs)

and in 1999 when the AR-DRGs version which utilised
ICD-10-AM codes was released.

Simultaneously with the refinement of the DRG classi-
fication, a series of classifications have been developed
that describe non-acute impatient care and ambulatory
care. These classifications include the Sub-Acute and Non-
Acute Patient (SNAP) Classification, the ambulatory clas-
sification, and the Emergency Department classification.

AH Australian States and Territories now use AR-DRGs,
SNAP and the ambulatory and Emergency Department
classification for the funding of public hospitals; while
private health care organisations are using AR-DRGs to
fund private inpatient care.

The Australian Casemix Clinical Committee (ACCOC)
sponsored these developments. This committee together
with the National Centre for Classification in Health
(NCCH) have provided the key drivers for casemix and its
clinical acceptance in Australia.

Australian Casemix Clinical Committee

The ACCC was established in 1990 to coordinate the
clinical evaluation of DRGs and io assess the impact of
casemix in a elinical environment. The ACCC is the peak
commiittee that provides clinical advice on classification
issues and other casemix matters to the Commonwealth
Department of Heaith and Aged Care, and reports annually
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The Prince Charles Hospirtal
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Address for Reprints: Associate Professor M I Clea
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1o the Minister for Health and Aged Caze on critical issues
relating to casemix. In addition to the refinement of the
classification systems, the Committee’s Terms of Reference
include liaison with clinicians, professional bodies, and
State healthinstramentalists and private sector organisations
on casemix and related issues (Table I).

Members of the inaugural committee were appointed on
the bases of their affiliations with State Health Departments
and their memberships of the various specialist colleges.
This arrangement provided an effective mechanism by
which two-way communications between the various State
Health Departments and specialist colleges occurred. Once

TABLE: AUSIRALIAN CASEMIX CLINICAL COMMIIIEE
TERMS OF REFERENCE

1. To make recommendations to the Commonwealth Department of
Health and Aged Care (CDHAC) on modifications to Australian
casemix classifications (such as AN-DRGs). Such recommendations
to be based on clinical evaluation following consideration by the
clinical professions

2 To provide clinical input to and make recommendations to CBHAC
concerning developmental work on rew casemix classifications
{such as ambulatory, sub-/non-acute and mentzl health
classifications)}

3. To provide the Minister of Health and Aged Care with an annual
report of issucs in the casemix area.

4. Yo provide feedback to clinical professions on Australian casemix
classifications (such as the AN-DRG and ambulatory classifications)
and the reasons for inclusion or exclusion of recommended changes
or adoption of particular classifications or strategies.

5 To advise CDHAC on the development and implemertation of
casemix measures in regard to quality of health care.

6. To receive reports, provide feedback and make clinical
recommendations on other aspects of the Casemix Development
Program Strategic Plan to CDHAC, and any other casemix
committees as appropriate

7. To provide eritical input when differing clinical views arise and finat
clinical review of casemix issues to CDHAC.

% To provide advice to CDHAC regarding the establishment and
structure of ongoing subcommittecs and the need to continue these

subcommittees.

9. To monitor and advise its subcommittees on their work programs

10. To advise CDHAC about representatives of particular clinical
specialties (eg. from the CCCGs or Colleges) who could act as

advisers on matters of detail

11. To Kaise with State/Territory casemix clinical committees, the
National Centre for Clagsification in Health, the Australian Institute
of Health and Welfare and the World Health Organisation.

12. To liaise with, and provide clinical advice on ¢asemix matters to,
State/Territory health authorities, public and private hospitals, -
hospitals’ associations, the health insurance industry, and others as
requesied by the Commonwealth.

13. To andertake and advise CDHAC on clinical caserix education

casemix was well established in each State, the committee
membership was modified with members then being
appointed on an individual basis rather than because of
their affiliations with particular specialist colleges ot
organisations. This improved the level of specialist clinical
input and facilitated the further refinement of the vartous
casemix classifications.

The ACCC has oversighted the refinement of several
versions of the Australian DRG classification (both AN-
DRGs and AR-DRGs). It has also supported ongoing
projects which focused on classification development in
areas such as ambulatory care, sub-acute and non-acufe
care, expanded DRGs, indigenous health and mental health.
This process was highly intuitive, involving a combination
of statistical analysis and clinical evaluation. The selection
of patient characteristics to be used in the classifications,
the priority ordeting of these characteristics and the analysis
of the significance of the characteristics is a complex task.
The end result of this systematic analysis was the
development of a series of classification systems which
were highly acceptable within the clinical community.

Specific Project Standing Committee’s or a series of
Chinical Classification and Ceding Groups (CCCGs)
provided expert clinical input into these developments.
The later groups were very effective and ensured that
appropriate clinical input at the Major Diagnostic Categories
(MDCs) level was available when complex clinical issues
were being considered. There were in excess of 130
clinicians directly involved in classification refinement
through this process.

In addition to playing a pivotal role in the development
of classification systems, the ACCC is also participated in
the implementation of many Government policy initiatives
including those relating to clinical budgeting, Aboriginal
heaith, and health outcome measurement.

Leadership

Perhaps the most important role of the ACCC was to
provide strong clinical leadership at a time of significant
change. The changes which were implemented at anational
level principally focused on improving the efficiency and
effectiveness of health care delivery. Because of the utility
of the casemix classification systems, they were frequently
used to monitor the outcomes of change management
processes and thus were seen as being at the core of the
change process.

The leadership role taken on by the ACCC was achieved
through the appointment of members who were highly
regarded within the medical community and who had a
detailed understanding of health funding within the broader
health care environment. The Committee, once constituted,
lead numerous initiatives by:
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establishing a strategic direction that was appropriate
angd achievable;

setting specific goals in relation to the casemix
development and implementation in Australia;
working with all stakeholders to gain commitment to
the specified goals;

aggressively perusing the goals; and by

celebrating success as well as recognising failures.

The goal setting process was critical to the overall
success of the Committee. This was achieved through the
use of a strategic planning framework, which was revised
annuvally.

Consultation was undertaken along professional lines
and utilised existing forums. Casemix presentations, for
cxample, were incorporated into the programmes of

-+ scientific meetings for the specialist colleges. One of the

more successful strategies that effectively provided
opportunities to consult with the medical profession broadly
was the publication of supplements in the Medical Journal
of Australia in 1994 and 1998, These publications also had
the effect of providing educational material to clinicians in
a format that was well accepted.

The committee aggressively pursued the refinement of
casemix classification systems. This was in confrast to
similar programmies in the USA and UK where refinement
of casemix classification systems at national level are not
actively pursued. To achieve this, the committee supported
cutting-edge research programmes to investigate the
opportunities to improve the classifications in a broad
range of areas. These types of initiates resulted in a high
levelof clinician ‘buy-in’ . As a consequence of this activity,
Australian casemix classifications are now recognised
internationally as benchmark systerns.

Clinical leadership was not confined to the medical
profession but extended to all professional groups. For
example, the National Allied Health Casemix Committee
was formed in 1993 to advance allied health participation
in casemix. The Committee established the Australian
Allied Health Activity Classification which has been
included in the procedure listing in ICD-10-AM. The
committee has also refined procedure-related costs, which
define allied health inputs in termns of clinical care, clinical
service management, teaching and training, and research.
These changes have allowed allied health professionals to
compare inputs and outputs and measure outcomes in
terms of quality, value and resource utilisation.2

Clinician-led Classification Developments

AN-DRGs: The Beginning
In 1991, the ACCC coordinated the fust clinical evaluation
of inpatient classifications so that clinically relevant
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recommendations for the development of an Australian
inpatient casemix classification could be identified. The
classification, AN-DRGs, was split into Major Diagnostic
Categories (MDCs) which are defined by body system or
disease type, and generally correspond with a particular
medical specialty. The MDCs were further split by medical
interventions and surgical procedures. Within each of
these categories, there is a further split based on factors
such as type of procedure, complicating clinical factors
{CCFs) and other non-clinical factors that differentiate the
processes of care.

In general, assignment of episodes to MDCs was done
solely on the basis of the principal diagnosis. However,
exceptions existed that resulted from clinical input. These
included situations where secondary diagnoses are
considered for purposes of MDC assignment e.g. HIV,
multiple trauma, and quadriplegia/paraplegia; and where
the patient’s age (less than 29 days) allows direct assignment
to MDC 15 (Newborns and Other Neonates), Episodes
which are highly resource-intensive are also handled
differently and are assigned directly to one of the AN-
DRGs (listed under a pre-MDC category) Examples include
transplants, tracheostomies and extracorporeal membrane
oxygenation (ECMO) without cardiac surgery.

The carly versions of AN-DRG were criticised by
clinicians because they did not take adequate account of
clinical complexity and severity. AN-DRG Version 3.0
addressed this deficiency by making use of surrogate
indicators of severity. These surrogate indicators of severity
were referred to as CCFs. They stratified severity using
factors such as age, malignancy, complications and co-
morbidities. For clinicians, this change was an
acknowledgement that for a single diagnosis there were
variations in the clinical care provided which was directly
related to the severity of a clinical presentation.

AR-DRGs: A New Beginning

The Austialian Refined Diagnosis Related Groups
(AR-DRGs) classification represents a significant clinical
refinement to the acute inpatient classification . It has been
produced by the Commonwealth Department of Health &
Aged Care, in consultation with the ACCC, the CCCGs
and the NCCH.

The first version (AR-DRG version 4.0) used ICD-9-CM
diagnosis and procedure codes. The following version
released in 1999 (AR-DRG version 4 1) used ICD-10-AM
(1st edition) codes.? The classification is similar to AN-
DRGs in that it is based on hierarchies. Significant
enhancement to severity measures occurred which resulted
in the CCF being modified. The CCF was replaced with a
revised Complication and Co-morbidity Level (CCL )} and
Patient Climical Complexity Level (PCCL) assignment. A
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detailed description of these changes are available on the
Internet

The numbering system for the AR-DRGs is considerably
different to that used in the AN-DRGs The system has
three Ievels, namely I) the broad group to which the DRG
belongs (usually the MDC e.g. Diseases and Disorders
of the Nervous System); 2) the location in relation to
adjacent DRGs; and 3) the existence of splits based on
resource consumption (Table II). These changes were
made toallow for the clinical expansion of the classification
over time.

Ambulatory

The ambulatory ciassification system was a priority for
health care services within Australia, To this end, the
development of an ambulatozry classification syster was
referred to the ACCC Ambulatory Sub-Committee in late
1994, Initial consideration was given to adopting existing
ambulatory classification systems however; investigation
into the local and overseas classification systems failed to
identify any that met theneeds of Australian healthservices,
even if they were modified. As a consequence of this
analysis, consideration was given to developing an
Australian ambulatory classification system from first
principles. The principal design focus was the utilisation of
such a system for payment purposes although clinical
meaning and the potential to enhance health system
management were also considered an imperative

The Onipatient Costing and Classification Smdy was
subsequently commissioned by the Department of Health
and Family Services to evaluate the suvitability of an
experimentil Developmental Ambulatory Classification
System (DACS). Data on the full range of ambulatory

services {outpatient clinics, emergency departments and
allied health services) were collected prospectively from a
stratified sample of 28 public hospitals. There were 248,608
encounters captured in the study representing 1% of the
total ambulatory encounters in Australia’

As a result of this study, a clinic-based classification for
outpatients and allied health departments was introduced
nationaily in 2001. This was not unexpected as ambulatory
care takes place in a relatively constrained environment
where clinicians designate “time slots” for their patients
based on criteria relevant to their specialty areas. An
emergency department classification was also developed
and introduced nationally in 2001 8

Sub-Acute and Non-Acute Patient (SNAP) Classification

System

With classification systems for acute inpatients and non-
admitted patients being well catered for, clinicians began
to focus on the non-acute area. This was because sub-acute
care (palliative care, rehabilitation medicine, psycho-
geriatrics, and geriatric evalnation and management) and
non-acute care (nursing home, convalescent and planned
respite care) was not adequately described by existing
casemix classifications. It was noted early on that this
group of patients was appreciably different to acute in-
patients as their predominant treatment goal was
maintenance or enhancement of quality of life and/or
functional rather than to treat or cure a disease process.

To develop this classification, the Australian National
Sub-Acute and Non-Acute Patient Casemix Study was
conducted in 1996 in 99 hospital and community health
sites in Australia.” Over 30,000 episodes of care were
analysed. This research was strongly supported by clinicians

TABLE Il: THE NUMBERING CONVENTION: EACH AR-DRG CONSISIS OF FOUR ALPHANUMERIC CHARACTERS ORGANISED IN

AN “ADDS” FORMAT

Character Descriptor

Indicator

Indicates the broad group to which

Different letters of the alphabet (A — Z}
the DRG belongs e.g. MDC

have been used to signify the broad group
to which the DRG belongs, while the number
‘9" has been used to identify Error DRGs.

First Character “A”

Numbers have been used to identify the partition to
which the adjacent DRG belongs.

Three separate ranges 01 to 39, 40 to 59 and 50 to 99
have been used to indicate the surgical, other

and medical partitions, respectively.

Tdentifies the split that ranks DRGs within adjacent
sDRGs on the basis of their consumption of resoarces.

Second and Third Characters Different non-sequential numbers have
“pD” been used to identify the adjacent DRG.

A: Highest consumption of resources

B: Second highest consumption of resources.
C: Third highest consumption of resources
D: Fourth highest consumption of resources
Z: No split for adjacent DRG.

Fourth Character “'S”

AR-DRG: Australian Refined Diagnosis Reiated Group; MBDC: Major Diagnostic Category |
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and has resulted in a robust classification being developed.
The resultant classification, the Australian National
Sub-Acute and Non-Acute Patient Classification
System (AN-SNAP), has been finalised and implemented
nationally .

Clinicians and Costing

It is essential that clinicians understand and contribute to
the development of casemix costing systems and the cost
data collections. Without this involvement, the refinement
of the classification system cannot proceed. It also results
in clinicians developing a better understanding of how cost
data is collected and applied at a local and national level,
Clinician managers, in particular, need valid patient costing
dataif they are tobenchimark and improve cost-effectiveness
-. while maintaining and enhancing quality.

The ACCC actively participated in the costing process

- by assisting in the refinement of the national cost weights

and national service weights, which underpin the hospital
payment system. In the initial phase of casemix
implementation, these data were derived from a “cost
modelling” approach. This approach had inherent
limitations. Healthhas now moved touse a“patient costing”
approach to overcome these limitations.

Teaching and Research

With the introduction of casemix to inform the budget
selting process in Austialia, clinicians were concerned that
this would adversely impact on the funding of teaching and
research because they are not funded directly under a
casemix funding systen: 8 '

To ascertain the impact of research and education in
Australian hospitals, two large-scale government-funded
consiltancies were undertaken in 1994 and 1996. These
consultancies acknowledged that the costs of teaching and
research in Australian teaching hospitals could not be
accurately separated from the costs of direct patient care.
Asaconsequence, individual Australian State and Territory
governments have provided teaching and research grants
to teaching hospitals to defray these costs.

Aboriginal Health

Targeted analyses were undertaken by the ACCC in
specific high-risk areas, such as those where vulnerable
patient groups could be compromised following the
implementation of casemix-based funding for hospitals.
An example of this type of activity relates to the analysis
undertaken in 1993 to determine if the treatment of
Aboriginal (compared with non-Aboriginal) inpatients
differed significantly This was an important issue to be
considered in the Australian context where there is
substaniial evidence in the medical literature of poor health
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outcomes for Aboriginal and Torres Strait Islander people
despite high hospital ntilisation rates.

The research concluded that Aboriginal patients had a
consistently ionger average length of stay compared with
non-Aboriginal patients. More importantly, the reséarch
confirmed a clinical perception that Aboriginal inpatients
consumed 39% more resources for the same DRG than
non-Aboriginal inpatients.’ As a consequence of this
clinician lead research, special funding arrangements have
been establish to address this discrepancy.

ICD-10 and the National Centre for Classification in

Health

The NCCH' was established across two university
campuses, the University of Sydney and Queensland
University of Technology, following recommendations
from the ACCC that a national body should be established
to coordinate the refinement of coding systems in use in
Australia. This recommendation was based on the
observation that further clinical refinement of the casemix
classification systems was not possible where data were
collected using the ICD-9-CM coding system, which inthe
Australian environment was not able to adequately code
either procedures or diagnosis.

With the estzblishment of the NCCH, Australia has
developed both acentre of excellencein heaith classification
theory and an expert centre in clinical coding systems. The
NCCH provides services, which are accessible, support the
effective and efficientuse of health data, are client focussed,
and emphasise data quality.

The NCCH has made a major contribution to the
development of a reliable and valid classification and
coding systems by:

developing and publishing classification systems for
use in Australia, including the ICD-10-AM;
recommending national standards for classifications;
developing and promoting standards of coding practice,
including the accreditation of clinical coders; and by
developing quality improvement processes relating to
documentation and coding,

Of these, the most striking achievement of the NCCH has
been the development and national implementation of the
International statistical classification of diseases and
related health problems, I0th revision, Australian
maodification (ICD-10-AM)" coding system which was
introduced in 1998. This system includes the Australian
extensions to the World Health Organisation ICD-10
classification, in addition to a limited number of specific
Australian disease codes. An important feature of the
system is the arrangement whereby the procedure codes
are based on the same system that is in use in the private
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TABLEHI: THE SERIES OF ACCC-SPONSORED SPECIALTY
CODING BOOKLEIS

Gphthalmology

Dermatology and Plastic Surgery

Ear, Nose, Mouth and Throat

Immunology . Rheumatology and Infectious Diseases
Nephrology and Urology

Oncology and Haematology (revised edition)
Necnatology and Paediatrics

Obstetrics and Gynaecology

Cardiovascular Medicine and Surgery (revised edition)
Respiratory Medicine and Surgery (revised edition)
Gastroenterology and Hepatobiliary

Mental Health, Drugs and Alcohol

Neurology and Neurosurgery

Injury

Orthopaedics

General Surgery

General Medicine

ACCC: Australian Casemix Clinical Comemittee

sector, the Commonwealth Medicare Benefits Schedule
(MBS). This meant that the classification of procedures in
the public and private sectors is now more consistent.

The NCCH also took a lead role in the publication of a
series of ACCC-sponsored specialty booklets which
targeted both clinicians and coders (Table III). The series
contains specialty specific coding information relating to
ICD-10-AM and casemix. The booklets have achieved
their desired aim of improving data quality by emphasising
to clinicians the importance of accurate and complete
clinical documentation and by providing an overview of
specialty-specific casemix issues.

Conclusion

During widespread consultation over the last 10 years, it
has become clear that many clinicians have learned the
language of casemix and are familiar with the casemix
classification systems and the cost data relevant to their
clinical specialty. They have also had the opportunity to
contribute significantly to the development of meamingful
classifications relevant to their specialty through theit

involvernent with operational research. This has resulted in
the development of robust series of classification systems
in all major environments where clinical services are
delivered.

The success of casemix is and will continue to be
dependent upon the participation of clinicians (including
doctors, nurses and allied health professionals), clinical
coders, financiers, and computer and information systems
staff, The most crucial participants will, however, remain
the clinicians.
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